Discussion.-The PRESIDENT asked whether, in a doubtful case, when considering the expediency of operation, Dr. Myers would regard a marked diminution of blood-platelets as the deciding factor, or whether he would advise removal of the spleen, even if the platelets were not greatly reduced.
Dr. F. PARKES WEBER said one was driven to suppose that some people's blood-capillaries were more prone to allow of hsemorrhage than were those of other people. The bloodplatelets (thrombocytes) seemed to be able to prevent hiemorrhage taking place. Among the functions of the spleen seemed to be that of destroying blood-platelets. In the individuals above referred to, whose defective blood-capillaries render them liable to purpura, etc., the removal of the spleen would increase the number of the platelets in the circulating blood, and might in that way prevent the occurrence of purpura. After splenectomy it was possible that in some persons the platelet-destroying function of the spleen might be so completely taken over by other parts of the reticulo-endothelial system that the same destruction of platelets occurred as before the removal of the spleen. In the latter case, in the subjects of thrombocytopenic purpura, one would expect the purpura and other heemorrhages to recur. If the purpura, etc., did not recur one was driven to suppose that the removal of the spleen acted likewise in some other purpura-preventing manner (as yet not understood).
He said that people might be divided into those who had hyperthrombocytheemia, those whose blood contained a normal number of thrombocytes, and those who had hypothrombocythoemia. Destruction of thrombocytes was only one of the functions of the spleen. Probably when the functions of the spleen were better known one would be able to separate a class of persons whose splenic functional activity was excessive. He (Dr. Weber) would term that condition "hypersplenism," by analogy with "hyperthyroidism" and "hyperpituitarism," and another class in which splenic functional activity was defective "hyposplenism." On the recognition of this he thought that much future advance of medicine and surgery would rest in regard to internal treatment and the correct indications for splenectomy.
Dr. L. WITTS said that Brill and others had reported cases in which splenectomy had been performed for purpura hiemorrhagica, and after the operation the platelets fell to subnormal value, and still the patients did not bleed. There was also the fact that bleeding sometimes stopped immediately the spleen pedicle was clamped. There must be some other factor favouring hemorrhage in addition to the thrombopenia. At present he had under observation an interesting Jewish family, the members of which had hoemorrhage after teeth were extracted, although the platelets, the bleeding-time and the coagulation-time were normal. He thought that the important structures to investigate were the capillaries, as the action of the thrombocytes might be merely secondary in blocking damaged capillaries and stopping the hiemorrhage. He had shown experimentally that after splenectomy in healthy animals the blood volume was reduced, in some as much as 60 per cent. This suggested that the spleen might have some influence on the size of the capillary field.
Dr. STOLKIND asked whether X-rays were tried before the spleen was removed, because in some cases X-rays gave the same results as splenectomy.
Dr. MYERS (in reply) suggested that in a case of bleeding with thrombocytopenia splenectomy might be indicated even in the absence of the other tests, and the removal of that organ seemed to do no harm. The essential cases, however, in his experience, showed the other symptoms too. He always suspected that in unsuccessful cases spleniculi had been left behind.
When the capillary resistance test was performed, some pressure was put on the vessels which were half stopped, a purpuric crop appearing in positive cases, the extent depending on the degree to which they were bleeders. There was apparently some peculiarity in the vessel walls before the operation, which disappeared after splenectomy. If the thrombocytopenia was very important so probably was some toxic substance in the spleen.
In some of the cases X-rays had been previously tried, yet in all cases he thought splenectomy had to be performed ultimately. Moreover, after X-ray treatment there might be burns and perisplenitis with adhesions, which made a subsequent splenectomy very difficult. History.-Numbness of left hand began five years ago and gradually involved the arm and shoulders. Three years ago the deformity of the left wrist developed.
Syringomyelic Arthropathy of
The sensation of the right hand became affected eighteen months ago, and three months later the wrist was deformed. She has also had occasional attacks of vomiting and a recent painless burn of left the hand. No previous illnesses and no family history of importance.
Physical Examination.-Pupils small, equal; react normally; other cranial nerves normal. Sensation: Dissociated anasthesia-loss to pain, heat and cold-over right hand extending to wrist, and over left hand and arm, extending on to adjacent part of chest and root of neck (fifth cervical to third dorsal areas). Deep pressure, vibration and postural senses normal.
Right Left
Syringomnyelic arthropathy of both wrists.
Upper limbs: Right-weakness and atrophy of intrinsic muscles of hand, especially of first dorsal interosseous and thenar muscles. Subluxation of metacarpophalangeal joint of thumb, with bony prominence of carpo-metacarpal joint towards radial side. The wrist,-joint is deformed and thickened, the whole hand being deflected towards the ulnar side, with limitation of movement. Left-weakness and atrophy of all intrinsic muscles of hand. Subluxation of metacarpo-phalangeal joint of thumb with thickening of carpo-metacarpal joint. The wrist-joint is thickened and shows limited flexion and lateral movement towards the radial side. The whole hand is deflected towards the ulnar side. There is general wasting of the arm muscles, with some fullness of both elbow-joints, but no actual paresis. The armjerks are moderate on the right and unobtainable on the left. X-ray examination shows: Right wrist-dislocation of metacarpal bone of thumb from trapezius and hyperextension of first phalanx. Left wrist-same condition of thumb as on right, together with considerable destruction of the carpal bones.
Abdominal reflexes, normal. Lower limbs, normal; kneeand ankle-jerks, brisk and equal. No ankle clonus, plantar reflexes flexor. Co6rdination normal.
Scoliosis in dorsal region with C-shaped curve to left and some lumbar lordosis. Wassermann reaction in blood, negative.
The case is shown on account of the comparative rarity of the condition. Joint lesions develop in about 10 per cent. of cases of syringomyelia, as compared with 4 per cent. of cases of tabes dorsalis. In the former disease the joint lesion is commonly unilateral and the upper limbs most frequently affected, while in tabes arbhropathy of the lower limbs is more usual. The question might arise-why should arthropathy develop in some cases and not in others ? The occurrence of such a lesion certainly does not depend upon the stage of the disease, as many advanced cases show no joint lesions, while the arthropathy may appear relatively early in the disease, as in the present case. It is probable that Edinger's "Aufbrauchtheorie " might apply to such cases-fatigue or strain from excessive use. Last year I showed a case of tabes dorsalis with arthropathy of both wrists. The patient had been a painter, and no doubt the continual flexion and extension of the wrist in painting had determined the site of involvement in the right wrist; when it became difficult to use the right hand, he painted with the left, and had then developed arthropathy in theleft wrist also. In the case of syringomyelia shown, the patient is a milliner, chiefly working with wire in the making of hat-shapes in which the wrists are much used. Occupation, therefore, may have determined the development of joint lesions in this case.
Discu8sion.-The PRESIDENT asked whether there was any distinction, clinically between the arthropathy of tabes and that of syringcmyelia.
Dr. C. WORSTER-DROUGHT (in reply) said most authorities considered that the arthropathies of syringomyelia were more hypertrophic than those of tabes. In the case of tabetic arthropathy of the wrists which he had previously shown the lesions were far more hypertrophic than in the present case of syringomyelia.
Hysterical Gait following Encephalitis.-HUGH S. STANNUS, M.D.-This man had an attack of encephalitis lethargica in 1921,-drowsiness with fever. He was two weeks in bed but returned to work at the end of the third week. Eighteen months later some movements of the left fingers developed, and for these he was treated unsuccessfully in the National Hospital, Queen Square. He then began to walk badly and developed the extraordinary gait which he now shows. He lost his left arm in a machine accident on September 28, 1927.
Di8cussion.-Dr. J. BROWNING ALEXANDER asked whether in this case there was much spasm or increase of reflexes. If so, what was the treatment ? Was treatment by eserine of any value? It had been recommended particularly in cases in which spasm was a feature.
Dr. WORSTER-DROUGHT said that in this case there was an hysterical gait superimposed upon a Parkinsonian condition affecting the same side. He suggested that an entire day might be spent in trying to persuade the patient to walk properly. Following the removal of the hysterical symptom, further psychotherapy might prevent a relapse. History.-The mother complained of the child's twisted legs. She is the fifth child of a family of six. She was breast-fed for one year, then fed on potatoes, bread and butter, etc. No accurate history as to times of walking, talking, etc., could be obtained. The fourth child is said to have suffered from a similar condition.
On examination she presented the typical appearance of severe rickets and was only able to walk slowly and with difficulty. Her weight was 1 st., 9 lb. 8 oz.,
